East--west migration {#s1}
====================

Earlier waves of migration from east to west were directly connected to political events and human rights issues (for reviews see Fassmann, [@r3]; Blomstedt *et al*, [@r1]). The decision of the Swedish government to allow immigration through the recruitment of workers from Hungary in 1947 and Poland in the mid-1970s has had an impact on immigration from these areas. In addition, there are new waves of immigrants applying for asylum or family union coming from the 15 republics of the former Soviet Union, especially Kazakhstan, Kyrgyzstan, Georgia, Tajikistan, Turkmenistan, Ukraine, Uzbekistan and Belarus (<http://www.scb.se>).

During the 1990s the number of marriages between Swedish-born men and women from Baltic countries and Russia increased. Indeed, over recent years there has been an overall increase in immigration via marriage to Swedish men (i.e. marriage migration) but the social conditions of these migrant wives in the reception country has received scant attention. In contrast, the Swedish media have, in different ways, paid attention to trafficking from Russia and other Eastern European countries. Skarpsvärd & Yenidogan ([@r9]), in a qualitative study, interviewed ten Russian women aged from 25 to 50 years who had moved to Norrbotten, in the northern part of Sweden, after marrying Swedish men. They showed that the main motives for migration were economic and social security, a wish to attain the cultural female ideal that the women were unable to realise in their life in Russia, and a vision of a better world in the West. Their self-identity changed as they became more familiar with Swedish society. Further, these women rethought their ideas regarding a woman's position in the family and in society.

Prevalence {#s2}
==========

There is a fundamental lack of representative data on the mental health of different groups of migrants (e.g. asylum seekers, refugees, those who migrate for family reasons, undocumented migrants) from Eastern Europe and the former Soviet Union. Non-participation in health surveys is common among these groups. Results from an investigation of a representative postal questionnaire survey performed in Sweden in 1999--2000 showed that immigrants were under-represented; those born in the former Yugoslavia, Arabic-speaking countries and Poland were especially so (Carlsson *et al*, [@r2]). In a review (Sungurova *et al*, [@r10]), immigrants from Eastern Europe and the former Soviet Union in Sweden were reported to run an increased risk of psychiatric illness, to take psychotropic drugs, to attempt suicide and to complete suicide.

Blomstedt *et al* ([@r1]) studied a cross-sectional national sample comprising 35459 Swedish-born persons aged 25-- 84 years as well as immigrants from Poland (*n*=16), other Eastern European countries (*n*=164) and the former Soviet Union (*n*=60) who arrived in Sweden after 1944 and were interviewed during 1994--2001. They found that the country of birth had a strong influence on self-reported mental health. Polish and other East European immigrants in general had a twofold higher odds ratio of reporting psychiatric illness and psychosomatic complaints. This result was not accounted for by demographic and socio-economic variables. Immigrants from the former Soviet Union, however, had odds similar to those of the Swedish-born reference group. The conclusion was that adjustments for acculturation variables (e.g. language spoken at home and number of years in Sweden) changed the relationship between the country of birth and the outcomes only to a small amount.

In another cross-sectional study, Sungurova *et al* ([@r10]) during 1993--2000 interviewed 373 immigrants from Poland and other European countries (Hungary, Bulgaria, Czech Republic, Slovakia and Romania) and from the former Soviet Union (all 15 former republics), aged 25--84 years, who arrived in Sweden after 1944, and compared them with 35 711 Swedish counterparts. Age- and gender-adjusted unconditional logistic regression showed in general a 92% higher risk of reporting poor health among immigrants than among Swedish-born respondents. The risk remained after adjustment for several potential confounders (living singly, having a poor social network, low socio-economic status and smoking) and after an additional adjustment for acculturation (language at home and years in Sweden).

Utilisation of healthcare {#s3}
=========================

Sweden is one of the few member states of the European Union in which adult asylum seekers and undocumented foreign nationals do not have access to the same healthcare as adults domiciled in Sweden (Nørredam *et al*, [@r6]). All asylum seekers who come to Sweden are offered a medical examination free of charge. During last year, only 45% of the newcomers chose to undergo such an examination (Wintzer, [@r11]). After a mission to Sweden, Paul Hunt, a special rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, expressed the opinion that such differential treatment constitutes discrimination under international human rights law (Hunt, [@r4]).

Conclusion {#s4}
==========

The results from studies that have been performed in Sweden on the immigrant population are broadly in line with those from other West European countries. In particular, it is possible to identify inequality in health by country of birth. Immigrants are significantly under-represented in such studies (Carlsson *et al*, [@r2]). Until now, there have been no causal pathways identified between migration and health among the populations studied. Being born in Eastern Europe or the former Soviet Union is an independent risk factor for reporting poor health. Further, studies have shown that self-reported health is poorer among those from Eastern European countries than it is among those from the former Soviet Union. However, this may largely be explained in terms of differential access to resources and different exposures to risk.

The 'migration import' hypothesis assumes that rates of illness among immigrants correspond more closely to those of their country of origin than to those of their adopted country (Ponizovsky *et al*, [@r7]). This effect tends to reduce over time and the rates become more like those of the host population (the 'migration convergence' hypothesis).

There is a consensus that living conditions are related to health in the population. It is important for the primary and public healthcare services to pay attention to the health status and needs of immigrants. Kastrup ([@r5]) proposes a competent treatment of patients with multicultural backgrounds, which demands that mental health professionals be aware of alternative traditional approaches and show an interest and an ability to bridge the more traditional and the Western approaches to treatment. Transcultural psychiatry today is recommended to facilitate 'an understanding about basic mental functions and disease categories, while paying specific attention to culturally influenced constellations of stress factors, psychosocial variables that influence treatment outcome and the individual understanding and interpretation of disease symptoms' (Schouler-Ocak *et al*, [@r8], p. S1).

Healthcare and healthcare systems should be seen and understood in their sociocultural context (Kastrup, [@r5]). Access barriers remain, as does discrimination. As poor mental health may block the process of acculturation, the mental health of immigrants from East European countries should be paid more attention, particularly with the recent enlargement of the European Union.
